Background: Positive psychological constructs, such as optimism, are associated with greater participation in cardiac health behaviors and improved cardiac outcomes. Positive psychology interventions, which target psychological wellbeing, may represent a promising approach to improving health behaviors in high-risk cardiac patients. However, no study has assessed whether a positive psychology intervention can promote physical activity following an acute coronary syndrome. Objective: In this article we will describe the methods of a novel factorial design study to aid the development of a positive psychology-based intervention for acute coronary syndrome patients and aim to provide preliminary feasibility data on study implementation. Methods: The Positive Emotions after Acute Coronary Events III study is an optimization study (planned N = 128), subsumed within a larger multiphase optimization strategy iterative treatment development project. The goal of Positive Emotions after Acute Coronary Events III is to identify the ideal components of a positive psychology-based intervention to improve post-acute coronary syndrome physical activity. Using a 2 3 2 3 2 factorial design, Positive Emotions after Acute Coronary Events III aims to: (1) evaluate the relative merits of using positive psychology exercises alone or combined with motivational interviewing, (2) assess whether weekly or daily positive psychology exercise completion is optimal, and (3) determine the utility of booster sessions. The study's primary outcome measure is moderate-to-vigorous physical activity at 16 weeks, measured via accelerometer. Secondary outcome measures include psychological, functional, and adherence-related behavioral outcomes, along with metrics of feasibility and acceptability. For the primary study outcome, we will use a mixed-effects model with a random intercept (to account for repeated measures) to assess the main effects of each component (inclusion of motivational interviewing in the exercises, duration of the intervention, and inclusion of booster sessions) from a full factorial model controlling for baseline activity. Similar analyses will be performed on self-report measures and objectively-measured medication adherence over 16 weeks. We hypothesize that the combined positive psychology and motivational interviewing intervention, weekly exercises, and booster sessions will be associated with superior physical activity.
Introduction
Every year, over 1.3 million Americans experience an acute coronary syndrome (myocardial infarction or unstable angina). 1 Of these, approximately 20% will be rehospitalized for heart disease or suffer mortality within the next year. 2 Adherence to recommended post-acute coronary syndrome health behaviors-such as increasing physical activity, following a low-fat diet, and adhering to medication-is associated with substantially lower risk of recurrent events and mortality. 3, 4 However, the majority of patients are nonadherent to one or more of these recommendations. 1, 3, 5 Positive psychological constructs, such as optimism, are associated with greater adherence to evidence-based recommendations for physical activity, 6 diet, 7, 8 medication, 9 and lower rates of heart disease. 10, 11 Programs to cultivate positive cognitive and emotional experiences, termed positive psychology interventions, utilize short tasks focusing on constructs such as gratitude and optimism. 12 These interventions have reduced distress and improved well-being across 6000 study participants, 13 including patients with diabetes, hypertension, and HIV. [14] [15] [16] There is an ongoing need for innovative, feasible, and effective methods of improving post-acute coronary syndrome health behaviors, and positive psychology interventions may provide a novel approach to increasing adherence and improving cardiac outcomes in this population. However, few studies have assessed whether such interventions can promote health behaviors, 13, 17 and prior to our pilot work, 29 no study had evaluated these interventions in post-acute coronary syndrome patients. Importantly, positive psychology programs differ from somewhat-related interventions, such as mindfulness-based stress reduction and selfefficacy programs. [19] [20] [21] Unlike those interventions, positive psychology (1) directly targets constructs-positive affect, optimism, and mood-linked to physical activity and superior clinical outcomes in cardiac patients, (2) utilizes validated positive psychology exercises found effective in dozens of studies, 22 and (3) is simple for patients and does not require extensive provider training 23 or numerous in-person sessions for patients. 19, 23 These factors should make positive psychology distinctive, effective, and feasible.
To specifically adapt positive psychology programs for acute coronary syndrome patients, we are employing the multiphase optimization strategy (MOST), 24 a systematic method for preparing, optimizing, and evaluating multicomponent behavioral interventions. The goal of this strategy is to ensure that new behavioral treatment interventions are efficiently created and optimized prior to large efficacy trials. For example, one application might first involve a comparison of intervention components (e.g. pharmacotherapy) in complete or fractional factorial trials, followed by proof-of-concept trials of potential multicomponent interventions, prior to large efficacy trials. This method improves upon prior approaches that tested new interventions in large randomized trials with minimal optimization beforehand, and it has been used successfully to optimize behavioral interventions in non-cardiac populations. 25 In the Positive Emotions in Acute Coronary Events (PEACE) project, we have used MOST to develop a strategy ( Figure 1 ) to optimize a positive psychologybased intervention to promote physical activity in postacute coronary syndrome patients. In the preparation phase, qualitative interviews (PEACE I) were performed to identify important intervention elements and customize the intervention to these patients, 26 and we conducted a proof-of-concept trial (PEACE II) 27 to assess feasibility/acceptability and gather feedback about a core positive psychology-based intervention in post-acute coronary syndrome patients. PEACE III initiates the optimization phase as a next-step ''dosefinding'' trial in which the core intervention's content, intensity, and duration is modified and tested to determine optimal approaches in these domains with respect to the promotion of physical activity.
Utilizing a randomized, complete factorial design with eight study conditions, the PEACE III study will (1) compare the relative merits of utilizing positive psychology exercises alone versus combining them with motivational interviewing, a well-established technique for facilitating behavioral change, 28 (2) assess whether daily or weekly exercise completion is superior, and (3) determine the utility of additional ''booster'' sessions after the initial 8-week intervention. The results of these three simultaneous embedded comparisons of physical activity will inform the selection of the optimal components for this intervention. Once the optimized intervention is identified, we will complete a pilot study (PEACE IV) in preparation for a future well-powered randomized controlled trial in an evaluation stage. In this report, we will describe the rationale, methodology, aims, analytic plan, and preliminary feasibility results for the PEACE III trial.
Methods
Overview and preliminary work PEACE III is a factorial design study aimed at assessing the components of a phone-delivered positive psychology-based intervention to promote physical activity in post-acute coronary syndrome patients reporting low baseline activity. Institutional review board approval was obtained prior to beginning study procedures.
To develop the core intervention, we reviewed prior positive psychology intervention programs in medical and non-medical populations. 12, 13, 16, 29 Next, we completed semi-structured qualitative interviews in 32 postacute coronary syndrome patients in the PEACE I study. This work revealed that positive affect and optimism were associated with initiation and completion of physical activity, 26 supporting use of a health behavior intervention that targets such constructs in this population. We also found that participants preferred a core intervention lasting 8 weeks (rather than the originallyplanned 12) and completion of sessions by phone rather than in-person or over the internet, due to the logistical advantages and personal connection afforded by a phone-based program.
These findings informed the development of an 8week phone-based positive psychology intervention for Steps of the multiphase optimization strategic (MOST) testing process. 17 acute coronary syndrome patients. In the PEACE II proof-of-concept trial (N = 48), we assessed feasibility and accessibility of the intervention and compared psychological outcomes of the intervention group to those receiving treatment as usual. In treatment as usual, participants were free to receive any medical, rehabilitation, or mental health treatment, but no specific treatments were delivered. Feasibility and acceptability were assessed through exercise completion rates and participant ratings of ease/utility. Overall, 74% of intervention participants completed the majority of assigned exercises, and participants rated the ease (mean (M) = 7.4/10; standard deviation (SD) = 2.1) and utility (M = 8.1/10; SD = 1.6) of the exercises highly. Compared to those receiving treatment as usual, those in the intervention group demonstrated greater improvements in positive affect, anxiety, and depression (effect size difference d = 0.47-0.71). 27 Following these promising results concerning the core intervention, the current PEACE III trial was developed as a ''dose-finding'' study to optimize the intervention's effect on physical activity. Using a factorial design, we are testing three embedded comparisons: an intervention of solely positive psychology exercises versus a time-matched intervention combining positive psychology with motivational interviewingbased goal-setting, daily versus weekly positive psychology exercise frequency, and the presence versus absence of booster sessions.
We chose the positive psychology versus positive psychology-motivational interviewing comparison for several reasons. First, the former intervention would be simple and cost-effective and involves constructs that are linked with physical activity following an acute coronary syndrome. 30 However, in some cases, psychological interventions alone have had limited effects on health behaviors in medically ill patients, 16 while psychological interventions combined with specific behavioral interventions have had substantial effects. 31 Motivational interviewing is appealing to combine with positive psychology, given that it has led to increased physical activity in patients with cardiac risk factors. 32, 33 It also integrates well with other treatments and has been successfully combined with additional interventions for weight control or health behaviors. 34, 35 However, used alone, it does not directly address positive constructs and has had only smallmoderate effects on physical activity in cardiac and related conditions. 32 Furthermore, specific subgroups may be less likely to benefit from motivational interviewing alone, such as those with low expectation of improvement or low overall optimism. [36] [37] [38] The positive psychology component may however boost these factors and increase engagement in motivational interviewing.
However, though the combined and positive psychology-alone interventions are time-matched, the reduced time devoted to positive psychology skills in positive psychology-motivational interviewing may result in a lesser effect on psychological factors linked to physical activity, and a more singularly-focused positive psychology intervention may have greater efficacy. Furthermore, the positive psychology-alone intervention would have lower burden and cost compared to a combined intervention, and thus if positive psychology and positive psychology-motivational interviewing have very similar efficacy, we would likely select positive psychology.
Daily versus weekly completion of positive psychology activities was selected because more frequent completion of exercises could lead more quickly to improved well-being and stronger development of related skills. However, daily exercises may prove to be tedious or time-consuming in patients, and there is some evidence that intermittent completion of wellbeing-related tasks may have a greater effect than daily tasks. 39 Finally, booster sessions to consolidate knowledge and behavior are increasingly used in health interventions, [40] [41] [42] but they have had mixed results in behavioral intervention studies. 43 Therefore, we aim to learn whether booster sessions are effective in consolidating skills during a vulnerable post-hospitalization period or represent a suboptimal burden on participants and resources.
To test these components, we will utilize a 2 3 2 3 2 complete factorial design, with a total of eight conditions (Table 1) , to assess which of these aspects of frequency, content, and duration are associated with the greatest improvement in accelerometermeasured physical activity at 16 weeks (the primary study outcome) in 128 post-acute coronary syndrome patients. Importantly, this is not an 8-arm trial; instead, the factorial design allows for the analysis of three embedded head-to-head trials (content/frequency/booster) with 64 participants in each group, collapsed across condition. Performing three separate experiments with N = 128 for each outcome would provide no additional power to detect between-group differences.
Though the comparisons are largely at equipoise, we hypothesize that the combined intervention, weekly exercises, and the additional booster sessions will have greater effects on physical activity, given that existing evidence slightly favors each of these conditions. 41, 44, 45 Eligibility criteria Inclusion criteria. Eligible patients are those suboptimal adherence to health behaviors admitted to inpatient cardiac units at one of two urban academic medical centers for an acute coronary syndrome. Diagnosis is based on established criteria used in similar prior studies. 26, 27, 46 Adherence to diet, physical activity, and/or medication is determined using Medical Outcomes Study-Specific Adherence Scale 47 items that inquire about the frequency of completing each behavior in the prior 4 weeks. Suboptimal adherence is defined as a total score of 14 on the three relevant items (maximum score of 18), or a total item score of 15 and a physical activity score of 5, as that is the primary study outcome. This cutoff score requires participants to have submaximal health behavior adherence, but allows inclusion of a majority of patients.
Exclusion criteria. Patients are excluded if they have (1) cognitive deficits, determined via six-item cognitive screen; 48 (2) medical conditions precluding interview or likely to be terminal within 6 months per chart review or the medical team; (3) inability to be physically active; or (4) inability to communicate in English (a future Spanish language intervention is planned).
Recruitment, enrollment, informed consent, and in-hospital session
Patients are identified via daily review of inpatient censuses, and those medically eligible are approached during hospitalization. For patients who agree to consider participation, a member of the study team describes potential risks/benefits, outlines study procedures, and performs assessments for exclusion criteria. For willing and eligible patients, study staff obtains written informed consent, and enrolled participants then complete baseline study outcome measures (Table 2 ). Next, participants are randomized to one of the eight study conditions, and the study interventionist provides the participant with the manual specific to that condition and conducts an initial in-person session. This session includes an overview of positive psychology, introduction to the initial exercise, and instructions for postdischarge exercise completion. Participants randomized to positive psychology-motivational interviewing additionally undergo an introductory motivational interviewing session focused on gathering baseline physical activity information and preparing for the goal-setting aspect of the program. All subsequent exercises are assigned and reviewed over the phone. Because positive psychology and positive psychologymotivational interviewing sessions are time-matched (;30 min/session), the former involve more extensive discussions of the prior week's exercises, emotions experienced, rationale for each activity, and focus on skill-building.
Randomization, study conditions, and program content
Randomization and study conditions. After baseline measures are collected, participants are randomized in blocks of 16 to one of the eight study conditions using the Stata ralloc procedure. This ensures equal distribution of each condition across the study's duration.
Program content. The positive psychology exercises (Table 3) were selected based on their performance in prior studies and PEACE I qualitative interview data. 26, 49 All phone sessions involve review of the prior week's exercise, with a focus on expanding participants' skill in expressing/experiencing positive emotions and integrating related skills (e.g. increasing awareness of positive events, using one's strengths) into daily life.
Interventionists also discuss the rationale and logistics for the following week's exercise. Between phone sessions, participants complete and write about the exercises by describing their activity in detail, outlining its immediate psychological impact, and discussing the cognitive/emotional effects of writing about (and recalling) the activity. To ensure intervention consistency, the exercises are assigned in the same sequence for all participants.
Following review of the positive psychology exercise, participants receiving motivational interviewing review progress on their physical activity goal from the prior week, review related topics, and set goals for the next week, using worksheet-based modules in the manual (sessions are summarized in Table 4 ). These sessions follow a 5A's model (Ask, Advise, Assess, Assist, and Arrange) related to physical activity at all sessions, and each session also has a specific area of focus (e.g. activity tracking and managing slips). Should participants express an inability, lack of need, or unwillingness to set activity goals, modules for dietary and medication adherence are used instead. This approach was informed by our qualitative interviews with acute coronary syndrome patients, who endorsed preferences for positive psychology and motivational interviewing delivered separately along with positive psychology content focused on global cultivation of positive states rather than specifically concerning their cardiac illness. 26 The goal is to have the initial positive psychology session component promote optimism, well-being, and motivation leading to the motivational interviewing component.
Participants randomized to booster conditions have additional sessions during weeks 10, 12, and 14. These sessions emphasize regular completion of 1-2 participant-selected positive psychology skills, in addition to tips for integrating practice of these skills in daily life (e.g. how to utilize activities when under stress). Positive psychology-motivational interviewing participants receiving boosters also discuss current physical activity, set goals for the coming 2 weeks, and review appropriate motivational interviewing skills, including managing slips and setting attainable goals. See Supplemental Material for sample manual.
Study outcomes

Outcome assessment procedures
Self-report measures of psychological, medical, and adherence outcomes are obtained at baseline, 8 weeks and 16 weeks. At 8 and 16 weeks, participants wear an ActiGraph G3TX wireless accelerometer (ActiGraph; Pensacola, FL) to measure physical activity, and throughout participation electronic pillcaps (MEMSCap; AARDEX, Sien, Switzerland) are used to assess medication adherence ( Table 2) . Because participants are enrolled in the hospital, pre-admission baseline physical activity cannot be obtained via accelerometer. Therefore, to control for baseline activity in study analyses, a modified version of the 7-day Physical Activity Recall scale 54 was administered to assess moderate or greater activity (consistent with the primary study outcome) over the last 7-day period of typical activity. This measure has been used for 30 + years, correlates with accelerometry, 55 and is sensitive to change. 56 It is also completed at follow-up as a secondary outcome measure.
Data collection for baseline characteristics
Baseline data are obtained from participants, care providers, and the electronic medical record to characterize Table 3 . Positive psychology exercise content.
Exercise title
Participant task (daily condition) Participant task (weekly condition)
Week 1: gratitude for positive events 12 Recall and write about a positive event daily
Recall and record three such events from the week Week 2: using personal strengths 12 Choose one or two personal strengths and use them each day for the next week Choose a personal strength and find a new way to use it in the next 24 h Week 3: expressions of gratitude/gratitude letter 12 Write expressions of gratitude once daily thanking a person for an act of kindness Write a single letter of gratitude thanking a person for an act of kindness Week 4: capitalizing on positive events 14 Identify one good event daily and ''boost'' the positive feelings by sharing the event with others or celebrating it in some way Recall three good events over the course of the week and ''boost'' the positive feelings as in the daily condition Week 5: remembering daily successes/remembering past success 12, 81 Identify and record a success every day, focusing on the feelings evoked and the skills necessary for that success Identify and record a single prior success, focusing on feelings and skills as in daily condition
Week 6: enjoyable and meaningful activities 82 Complete an activity daily that varies between those that bring immediate boosts in mood and those that are more deeply meaningful Perform a total of three such activities over the course of the week
Week 7: humor in everyday life 83 Recall one funny event daily and describe why the event was amusing
Recall three funny things from the prior week and describe why they were amusing Week 8: performing acts of kindness 84 
and next steps
Complete and reflect on one act of kindness daily. Discuss ways to use skills from the program in daily life going forward Complete and reflect on three acts of kindness in one day. Discuss ways to use skills from the program in daily life going forward Table 4 . Motivational interviewing intervention summary.
MI summary
5A's model Interventionists: (a) ask about progress on the prior cognitive (e.g. pros/cons of becoming active) or activity goal, (b) advise about the benefits of activity on health and function, (c) assess current stage of change and barriers/facilitators to change, (d) assist with setting a goal, and (e) arrange the next week's phone session.
Session-specific topics
Week 1: introduce tools: discussion of importance and confidence of making a change in physical activity and pros and cons of specific goals.
Week 2: introduce activity tracking.
Week 3: introduce ''SMART'' (Specific, Measurable, Attainable, Relevant, and Time-based) goals.
Week 4: brainstorm concrete and social resources to help with goal attainment.
Week 5: review activity barriers and facilitators experienced thus far.
Week 6: discuss managing ''slips.'' (revisited in week 8)
Week 7: review tips for success, including using a workout buddy and controlling stress Booster sessions: discuss ongoing progress, relapse prevention, and long-term goals.
our study population. This includes data regarding medical history (prior acute coronary syndrome or coronary artery bypass graft and cardiac risk factors), current medical variables (admission diagnosis, renal function and left ventricular ejection fraction), medications, length of hospitalization, and sociodemographic data (age, gender, race/ethnicity and living alone).
Study outcome measures: primary aim
Primary outcome measure: moderate to vigorous physical activity. We selected moderate to vigorous physical activity, physical activity requiring at least moderate effort and resulting in a notable increase in heart rate (e.g. brisk walking and dancing), as our activity metric given its clear association with health outcomes, including mortality. 57 This will be measured using the GT3X accelerometer, which has been extensively used in activity research and adequately discriminates between different intensities of activity. 58, 59 Devices are sent to patients at weeks 8 and 16, with instructions to wear the device for 10 days. Based on published work, 60, 61 minimum acceptable use is 4 + days with 8 + h of recorded data. We will use previously-reported cutoffs (in counts/min) for activity and non-wear time, including 1952 counts/min for moderate to vigorous physical activity. 59, 62 Secondary outcome measures: psychological outcomes. Positive affect (the primary psychological outcome given its links to cardiac outcomes and its responsiveness to change) is assessed with the Positive and Negative Affect Schedule, a frequently used scale that inquires about affect ''during the past few weeks.'' 63 Optimism is measured using the Life Orientation Test-Revised, 64 an established six-item scale previously used in cardiac patients. 65 Though designed to measure dispositional optimism, Life Orientation Test-Revised scores have been dynamic over weeks in response to a positive psychology intervention. 66 Anxiety and depression are measured using the relevant subscales of the Hospital Anxiety and Depression Scale, a well-validated instrument designed for medically ill patients. 67 Functional outcomes. The Duke Activity Status Index and Medical Outcomes Study Short Form-12 are used to assess physical function and health-related quality of life, respectively. The former has been extensively studied in cardiac patients [68] [69] [70] and is reliable, valid, and responsive to change. 71 The Short Form-12 has likewise been used in cardiac patients to assess health-related quality of life 49, 50, 72 and provides component scores for mental/physical components of this outcome.
Additional health behavior outcomes. For medication adherence, MEMSCaps are used throughout study participation to measure daily aspirin administration (or other once-daily cardiac medication in the very rare event that aspirin is not prescribed). MEMSCaps are well-validated 51, 52 and use a pill bottle with an accompanying cap that records opening/closing of the bottle. Regarding self-reported health behavior adherence, the three Medical Outcomes Study-Specific Adherence Scale items used for eligibility assessment at baseline are repeated at 8 and 16 weeks as a study outcome measure. For dietary adherence, participants also complete the Meats, Eggs, Dairy, Frying Foods, In baked goods, Convenience foods, Table fats , Snacks Dietary Assessment (MEDFICTS) scale, 53 a National Cholesterol Education Program-developed scale inquiring about saturated fat. Medication adherence is additionally assessed using a two-item percentage-based self-report measure shown to correlate highly with pillcap measurement. 73 Finally, cigarette use is determined by a team-developed four-item measure to assess 7-day point prevalence; such methods match longer-term assessments and are responsive to change. 74, 75 Study outcome measures: feasibility and acceptability (secondary aim)
To assess intervention feasibility, rates of session completion (completing both the prior week's positive psychology activity and the phone session) and completion of study follow-up assessments (self-report assessments, accelerometers, and electronic pillcaps) are used. For acceptability, participants are asked weekly, ''Overall, how helpful do you feel this exercise was?'' on a Likert scale from 0 (not helpful) to 10 (very helpful); a question on ease of exercise completion uses the same scale. Participants likewise rate positive affect and optimism (0-10) immediately before and after completing the assigned positive psychology exercise for that week. These ratings are recorded by interventionists at weekly calls.
Statistical methods
Primary aim
Power considerations. With a sample size of 128 subjects and equal allocation to each treatment arm, 64 subjects will contribute to each treatment comparison, and 16 subjects will be allocated to each combination of three treatments. Using the full factorial analysis approach described in Collins et al., 76 we will have 80% power to detect treatment main effects based on effect coding equal to 0.5 times the residual SD of daily moderate to vigorous physical activity minutes at the two sided 0.05 level, which corresponds to a moderate effect size for each of the main effects. The power was estimated based on a simulation study (R code available from author upon request), and the estimated power was the same in the presence or absence of treatment interactions in this model. Our final analysis will also control for baseline physical activity measured by the Physical Activity Recall, likely increasing the study's power to detect group differences in this outcome. The p value will not be the sole criterion on which decisions (such as selecting conditions) are made, as we also consider magnitude of effect and burden/cost. Primary outcome analyses. Moderate to vigorous physical activity at weeks 8 and 16 will be analyzed jointly using a random effects model with a random intercept for each participant. This model allows us to include participants who have some missing data rather than dropping such participants. The model will include main effects and interaction for each intervention, a main effect for time point and interactions between time point and each of the main effect, and interaction terms for the interventions. In addition, we will include baseline activity measured via Physical Activity Recall. In total, 16 weeks is the primary time point for all analyses, with 8 weeks secondary. Using this model, we will be able to assess the main effect of each of the three intervention components at each time point (e.g. boosters versus no boosters), and we will also be able to assess any interactions between the components. In terms of choosing the final intervention to investigate in later studies, we will follow a published framework for decision-making based on factorial experiments. 76 Using this, we will assess the effect of each intervention and potential interactions using statistical significance and will also consider effect size measures and patient burden. Given the exploratory nature of this component-testing/optimization trial, we will use the traditional p = 0.05 for significance.
Secondary outcome analyses. To assess the effect of each component on self-reported psychological/functional outcomes at 8 and 16 weeks, we will use an analysis of response profiles model with a categorical effect of time and an unstructured covariance matrix. 77 We will include the baseline measurement of each outcome in the analysis and assume a common baseline across treatment groups, since participants are randomized; this approach provides the power advantages of an analysis of covariance model. 78 As with the primary analysis, each intervention will be included in the model as a fixed effect in a full factorial model.
For objectively-assessed medication adherence, we will compare groups on medication adherence (% of days with single pillcap turn) at 16 weeks, controlling for baseline medication adherence (measured via the two-item self-report measure), using random effects models. All analyses will be repeated for the secondary 8-week time point.
Secondary aim (feasibility/acceptability)
For feasibility, we will calculate proportions of completed sessions and follow-up assessments. Likewise, for acceptability, descriptive statistics (means and SDs) will be used to summarize ratings of exercise ease and utility. For pre-post differences in positive affect, generalized estimating equation models with an exchangeable working correlation structure and robust standard errors will be used to account for intra-participant correlation. The intervention will be considered feasible and acceptable if 70% of all sessions are completed, outcomes data (self-report and objective) are obtained in 80% of participants, and there are significant prepost increases from baseline in positive affect (Positive and Negative Affect Schedule) at 16 weeks across all participants. Analyses will be performed using Stata 14.0 (College Station, TX), and all analyses will be twotailed with p \ 0.05 considered significant.
Results
Thus far, we have enrolled 78 participants, and the trial is on target to complete enrollment within 24 months, as originally projected. Thus far, study procedures have proven feasible. Across all intervention groups, among the first 61 participants, the intervention has been wellaccepted, with 72% (349/488) of possible exercises completed.
Comment
PEACE III contributes to the current literature in several novel ways. First, it is the first study to test the effects of positive psychology on secondary prevention in post-acute coronary syndrome patients, a major public health priority. 79 Second, using a factorial design, PEACE III represents the optimization phase of a MOST-based strategy to carefully develop a positive psychology-based intervention through efficient resource use and continuous optimization. Multiphase trial designs are increasingly used for type II translational research, including the recent NIH funded Obesity Related Behavioral Intervention Trials (ORBIT) initiative 80 to develop obesity prevention and reduction strategies. These methods of iterative development for behavioral interventions should allow for more systematic generation of effective interventions that can have a major public health impact. The optimized intervention from PEACE III will be examined in a pilot study (PEACE IV) in preparation for a subsequent well-powered randomized trial in the evaluation stage of the MOST process.
